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Eastern Equine Encephalitis — New Hampshire and Massachusetts, 
August-September 2005 


During August-September 2005, the New Hampshire 
Department of Health and Human Services reported seven 
cases of human eastern equine encephalitis virus (EEEV) 
disease, the first laboratory-confirmed, locally acquired cases 
of human EEEV disease reported from New Hampshire in 
41 years of national surveillance. Also during August 
September 2005, the Massachusetts Department of Public 
Health reported four cases of human EEEV disease, five times 
the annual average of 0.8 cases reported from Massachusetts 
during the preceding 10 years. Four of the 11 patients from 
New Hampshire and Massachusetts died. EEEV is transmit- 
ted in marshes and swamps in an enzootic bird-mosquito- 
bird cycle primarily by the mosquito Culiseta melanura. Bridge 
mosquito vectors (e.g., Coquillettidia perturbans, Aedes vexans, 
or Aedes sollicitans) transmit EEEV to humans and other mam- 
mals (/,.2). This report summarizes the investigations of cases 
in New Hampshire and Massachusetts conducted by the two 
state health departments and CDC. The findings underscore 
the importance of surveillance for, and diagnostic consider- 
ation of, arboviral encephalitis in the United States and pro- 
motion of preventive measures such as local mosquito control 
and use of insect repellent. 

A case of EEEV disease was defined as meningitis or 
encephalitis that occurred during July 1—September 30, 2005 
in a resident of New Hampshire or Massachusetts with 
1) anti-EEEV IgM antibody in cerebrospinal fluid (CSF) or 
2) elevated anti-EEEV IgM antibody by IgM antibody cap- 
ture enzyme-linked immunosorbent assay (MAC-ELISA) and 
neutralizing antibodies to EEEV by plaque-reduction neu 
tralization test (PRNT) in serum. Interviews were conducted 
with patients, family members, or friends; medical records 


were reviewed; and homes and other potential mosquito- 


exposure sites were mapped and evaluated for the presence of 


mosquito-breeding sites. 


Symptom onset occurred from the week beginning August 
1 through the week beginning September 12 (Figure 1). 
Median age of the patients was 45 years (range: 3 months to 
85 years); six (55%) were male. All 11 patients were hospital- 
ized; four (36%) died (Table). Before hospitalization, three 
patients (27' 


%) had symptoms lasting <1 day, and eight 


( ) 


patients (73%) had symptoms lasting 2—15 days. Five patients, 
including the four who died, visited health-care providers for 
evaluation of nonspecific symptoms before being hospitalized 
with encephalitis or meningitis. Nine patients (82%) had 
encephalitis marked by altered mental status; of these, three 
had acute neurologic symptoms that required hospitalization 
on the same day, and the other six had neurologic symptoms 


after a prodrome of nonspecific systemic symptoms. Two 
FIGURE 1. Number (N = 11) of cases of eastern equine 


encephalitis virus disease, by week — New Hamphire and 
Massachusetts, August-September 2005 
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(29%) had meningitis without altered mental status. Of 
10 patients who had CSF samples collected, all had pleocyto- 
sis (range: 77-1,468 leukocytes/yl ). EEEV was isolated from 
the cerebral cortex of one deceased patient who underwent 
autopsy. Serum samples from 26 family members or friends 
of patients in New Hampshire were tested for anti-EEEV IgM; 
none had IgM present in serum collected within 2 months of 
patient symptom onset. 

Seven patients resided in three counties (Hillsborough, 
Merrimack, and Rockingham) in southeastern New Hamp- 
shire, and four resided in one county (Plymouth) in south- 
eastern Massachusetts (Figure 2). All the patients worked or 
socialized in areas near swamps, cranberry bogs, or other wet- 
lands capable of supporting production of bridge mosquito 
populations and both epizootic and enzootic transmission. In 
addition, all patients lived in wooded areas within a half mile 
of a swamp or cranberry bog and had potential outdoor expo- 
sure at dawn or dusk during the 2 weeks preceding illness 
onset. Information regarding insect repellent use was collected 
from six patients by direct or parental interview; one 
reported always using repellent, two reported occasional 
repellent use, and three reported never using repellent. 

In New Hampshire and Massachusetts, mosquito pools (i.e., 
collections of 50 mosquitoes sorted by species and sex) were 
homogenized and tested for the presence of EEEV by reverse 
transcription—polymerase chain reaction (RT-PCR). The New 
Hampshire Department of Health and Human Services tested 
3,938 mosquito pools and determined that 15 (0.4%) pools 
from four counties were EEEV positive: 10 Culiseta morsitans, 
two Culiseta melanura, one Coquillettidia perturbans, one Culex 
pipiens, and one Aedes cinereus. The Massachusetts Department 
of Public Health tested 8,136 mosquito pools and determined 
that 45 (0.6%) pools from six counties were EEEV positive: 
+1 Culiseta melanura, two Coquillettidia perturbans, one Culex 
pipiens-restuans, and one Ochlerotatus japonicus japonicus. 

Specimens from animals suspected of having EEEV disease 
were submitted to the two state health departments and, if 
accepted, tested by RI-PCR, MAC-ELISA, or PRNT. In New 
Hampshire, 241 wild birds were tested, and 52 were EEE\ 
positive; 33 veterinary animals were tested, and 16 animals (ninc 
horses, four alpacas, two emus, and one llama) in seven coun 
ties were EEEV positive. In Massachusetts, wild birds were not 
tested; of 13 veterinary animals tested, five animals (four horses 


and one emu) in four counties were EEEV positive. 
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TABLE. Demographic, clinical, and laboratory characteristics for patients (N = 11) with eastern equine encephalitis virus disease, 
by state — New Hampshire and Massachusetts, August-September 2005 
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FIGURE 2. Location of residences of persons (N = 11) with 
eastern equine encephalitis virus disease, by county — New 
Hampshire and Massachusetts, August-September 2005 
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Editorial Note: EEEV causes sporadic human disease in 
areas where the virus is endemic. Of the four lineages of EEEV, 
Group I is endemic in North America and the Caribbean and 
causes the majority of human disease; the other three groups 
(IIA, IIB, and III) cause primarily equine illness in Central 
and South America. For 2005, a total of 21 confirmed or prob- 
able cases of human EEEV disease* were reported to CDC, 
compared with 41 during 2000-2004," an average of 8.2 cases 
per year. States reporting the highest annual average number 
of cases of EEEV disease during 2000-2004 were Florida (1.4 
cases) and Michigan (1.2), followed by Georgia, Massachu 
setts, North Carolina, and South Carolina (0.8 each). Although 
tew cases have been reported, EEEV disease can have severe 
health and economic consequences. The fatality rate has been 


estimated at 35%-75% (/-—4), and eastern equine 
c ncephalitis can result in long-term neurologic sequelae, which, 
in one study, were projected to result in lifetime disease- 
related expenses of $3 million per patient (5). 

EEEV disease occurs near habitats suitable for breeding 
enzootic and bridge vectors and where avian amplifying hosts 
are abundant. A serosurvey of residents in towns with cases of 
EEEV disease during a 1959 New Jersey outbreak revealed an 
EEEV antibody seroprevalence of 2%-6% and a ratio of ap- 
parent to inapparent infections ranging from 1:16 to 1:32 
(mean: 1:23) (6). Measures to control EEEV disease and other 


mosquito-borne diseases have focused on mosquito-control 





Florida (five), Massachusetts (four), Alabama 
ina (one ind South Carolina (one 
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programs and public education regarding personal protection 
against mosquito bites. Massachusetts has local mosquito- 
control districts that routinely collect and submit mosquito 
pools to the state public health laboratory for testing. New 
Hampshire has no statewide testing program, but 16 towns 
and cities in 2005 funded their own mosquito surveillance 
and sent mosquito pools to the state for testing. In response 
to the 2005 outbreak, New Hampshire 1) began a public edu- 
cation campaign; 2) heightened human, equine, and avian 
surveillance for EEEV disease; and 3) trapped mosquitoes 
around patient residences and other potential exposure sites. 
In addition, the New Hampshire House of Representatives 
passed a bill that establishes a mosquito-control fund to assist 
towns, cities, and mosquito-control districts and a task force 
to facilitate a coordinated local, regional, and state response 
to arboviral disease.» Massachusetts is continuing its ongoing 
mosquito surveillance and public education campaigns. 

Patients with aseptic meningitis or encephalitis in areas that 
support EEEV transmission should be tested for EEEV dis- 
ease, and health-care providers should alert their state health 
departments when human or veterinary EEEV disease is sus- 
pected. Public health practitioners should advise the public to 
avoid EEEV disease and other mosquito-borne diseases by 
using personal protective measures (e.g., regular use of insect 
repellents containing DEET, picaridin, or oil of lemon euca- 
lyptus [ 7]; wearing long-sleeved shirts and pants when outdoors; 
and avoiding outdoor exposure during periods when mosqui- 
toes are most actively biting, usually from dusk to dawn). Com- 
munities in which risk for transmission of EEEV has been 
demonstrated should consider establishing mosquito surveil- 
lance and control programs. 
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Travel-Associated Dengue — 
United States, 2005 


Dengue is a mosquito-transmitted, acute viral disease caused 
by any of four dengue virus serotypes (DEN-1, DEN-2, 
DEN-3, or DEN-4). Dengue is endemic in most tropical and 
subtropical areas of the world and has occurred among U.S. 
residents returning from travel to such areas (/,2). In collabo- 
ration with state health departments, CDC maintains a pas- 
sive surveillance system for travel-associated dengue among 
U.S. residents. Suspected dengue in travelers is reported to 
state health departments, which forward specimens to CDC 
for diagnostic testing.* A case of travel-associated dengue is 
defined as laboratory-diagnosed dengue in a resident of one 
of the 50 states or the District of Columbia (DC) who trav- 
eled toa dengue-endemic area outside the United States or 
DC any time during the 14 days before symptom onset. This 
report summarizes information regarding 96 travel-associated 
dengue cases, including one fatality, among U.S. residents dur- 
ing 2005. Travelers to tropical areas can reduce their risk for 
dengue by using mosquito repellent and avoiding exposure to 
mosquitoes. Health-care providers should consider dengue in 
the differential diagnosis of febrile illness in patients who have 
returned recently from dengue-endemic areas. 

Serum samples from 199 travelers with suspected dengue 
on the basis of clinical symptoms (3) during 2005 were sub- 
mitted to CDC from 30 states. Of these 199 patients, 78 (39%) 
received a laboratory diagnosis of dengue, 51 (26%) were clas- 
sified as indeterminate because a convalescent-phase sample 
for serologic testing was unavilable, and 70 (35%) did not 
have dengue. Of the 78 patients with dengue, 70 (90%) had 
elevated anti-dengue IgM antibodies, and eight (10%) had a 
dengue virus identified in serum by either polymerase chain 
reaction or viral isolation. Eighteen additional patients (12 from 
Florida, five from Texas, and one from New Mexico) had 
elevated anti-dengue IgM antibodies identified by commercial 
laboratories and also recel\ ed a diagnosis ot dengue | lable). 

Of the 96 total patients with a dengue diagnosis, 53 (55%) 
were female. The median age of the 83 patients for whom age 
was reported was 43 years (range: <1—84 years). Travel desti- 
nations of 73 (76%) patients were identified. Thirty-two 
(44%) reported travel to Mexico during the 2 weeks before 
illness onset, 19 (26%) to Central America, 16 (22%) to the 
Caribbean, and six (8%) to Asia. 

Clinical symptoms were reported for 24 (25%) patients. 
Six had at least one hemorrhagic symptom (e.g., epistaxis, 
hematemesis, hematuria, hemoptysis, petechia, or purpura). 


Of the 96 patients, 17 (18%) were reported to have been 





* Some cases are contirmed by commercial laboratories and reported to CD( 


state health departments without requests for further dias 
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TABLE. Suspected and laboratory-diagnosed cases of travel-associated dengue, by state — United States, 2005 














Cases 
Laboratory Travel history, if known, of persons 
State Suspected diagnosed with laboratory-diagnosed dengue (no. of cases and serotype, if known) 
Arizona 3 1 India 
California 8 4 Mexico (two cases), unknown (two cases, one with DEN-4) 
Connecticut 1 1 Unknown 
Florida 14 12 Unknown 
Georgia 11 3 Costa Rica (one case with DEN-1), Dominican Republic, unknown 
Hawaii 20 2 Unknown 
Idaho 1 ( - 
Ilinois 3 1 Costa Rica 
Indiana 1 0 
Kansas 1 0 
Kentucky 1 0 
Louisiana 2 0 
Maryland 1 0 
Massachusetts 24 6 ndia (two cases, one with DEN-3), Puerto Rico (three cases), unknown 
Michigan 1 0 
Minnesota 7 0 
Montana 2 0 
North Carolina 7 ) 
Nebraska 1 1 E! Salvador 
New Mexico 1 1 Costa Rica 
New York 45 23 Dominican Republic (four cases, one with DEN-4), Nicaragua (11 cases), Puerto Rico (three cases) 
Singapore (one case with DEN-2), Thailand (two cases), unknown (two cases) 
Ohio 1 1 Unknown 
Oregon 8 1 Caribbean 
Pennsylvania 1 0 
Texas” 39 36 Belize, Costa Rica, Mexico (30 cases, two with DEN-2), Nicaragua (two cases), Puerto Rico, St. Croix 
Utah 2 1 Unknown (one case with DEN-2) 
Vermont 1 0 
Virginia 2 1 Puerto Rico 
Washington 5 0 
Wisconsin 3 1 Puerto Rico 
Total 217 96 _ 
* Not including Texas residents with suspected and laboratory-diagnosed dengue who acquired their infections through autochthonous transmission during 


a 2005 dengue outbreak in south Texas 


Includes travel-associated suspected and laboratory-diagnosed dengue cases identified in 2005 by the Border Infectious Disease Surveillance program 


hospitalized, including one who died. This rare travel 
associated dengue fatality occurred in a woman aged 28 years 
in otherwise good health who had recently returned from a 


week in Mexico. 
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Editorial Note: Dengue viruses are transmitted to humans 
by certain species of Aedes mosquitoes. The majority of U.S. 
residents who contract dengue become infected during travel 
to tropical and subtropical areas outside of the 50 states and 
DC, although autochthonous transmission has been docu 
mented in Texas (4,5) and Hawaii (6). Nearly as many cases 
of travel-associated dengue were identified in 2005 (96 cases) 
as were identified during the preceding 5 years combined 
9S cases 


/,2). The incidences of dengue and dengue hem 


orrhagic fever (DHF) are increasing in the tropical areas of 


the world, including in the Western hemisphere (7). Waning 
support for mosquito-control programs (i.e., less funding for 
vector control), urbanization in the tropics, increasing 
human populations, and increased use of nonbiodegradable 
products (i.e., which can hold fresh rain water and provide 
places for mosquitoes to lay eggs) have all contributed to the 
recent resurgence of dengue (7). In 2005, outbreaks of den- 
gue and DHF were reported from se\ eral areas in the Ameri- 
cas, including Mexico, Puerto Rico, the U.S. Virgin Islands, 
Guadeloupe, Martinique, Belize, El Salvador, Costa Rica, Nica- 
ragua, Ecuador, Venezuela, and Brazil.’ 

lhe incubation period for dengue ranges from 3 to 14 days. 
Dengue virus infection can be asymptomatic or cause illness 


ranging from mild, undifferentiated fever to severe disease that 











Data tro sational Society for Infectious Diseases (ProMED-mail, the 
Pro n for Monitoring Em Diseases, available at http://www 
9romedmail.org) and CDC (Epidemic Information Exchange [| £p/-X), available 
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includes hemorrhage and shock (8). DHF is characterized by 
fever, minor or major bleeding manifestations, thrombocy- 
topenia (<100,000 platelets/wL), and evidence of increased 
vascular permeability (e.g., hemoconcentration [hematocrit 


-20% higher than baseline], pleural or abdominal effusions, 


or hypoproteinemia) (6). Dengue shock syndrome (DSS) also 
can occur; DSS is DHF with signs of circulatory failure, 
including narrow pulse pressure (<20 mm Hg), hypotension, 
or shock and has a case-fatality rate of approximately 10% 
9). However, with early diagnosis and appropriate treatment, 
the case-fatality rate can be reduced to less than 1% (/0). 
Aspirin and other nonsteroidal antiinflammatory drugs are 
contraindicated for patients with dengue because of their 
anticoagulant properties. 

lhe findings in this report are subject to at least two limita- 
tions. First, these data are likely subject to underreporting 
because the surveillance system is passive (i.e., relies on health- 
care providers to report infections), and dengue is not a 
nationally notifiable disease in the United States. Second, travel 
histories and clinical information were not available for all 
cases, and the available data might not be representative of all 
persons with travel-associated dengue. 

Persons traveling to areas where dengue is endemic should 
avoid exposure to mosquitoes by using repellents, wearing 
protective clothing, and remaining in well-screened or air- 
conditioned areas. Preventing travel-associated dengue not only 
benefits the traveler but also helps prevent introduction of 
dengue virus into areas of the United States (primarily the 
southeastern states) where vector mosquitoes might transmit 
the virus indigenously. No vaccine is available for preventing 
dengue infection. Health-care providers should consider 
dengue in the differential diagnosis of patients who have 
fever and a history of travel to tropical areas any time during 
the 2 weeks before symptom onset. 

lo diagnose dengue, health-care providers should obtain 
from the patient both an acute-phase (O—5 days after symp- 
tom onset) serum sample for directly detecting dengue virus 
and a convalescent-phase serum sample for detecting anti- 
dengue antibody, preferably obtained 1—2 weeks after the first 
sample.* Serum samples obtained for viral identification and 
serologic diagnosis can be sent through state or territorial health 
departments to CDC’s Dengue Branch, Division of Vector- 
Borne Infectious Diseases, National Center for Infectious 
Diseases, 1324 Calle Cafiada, San Juan, Puerto Rico 00920- 
3860; telephone, 787-706-2399; fax, 787-706-2496. Serum 


samples should be accompanied by a summary of clinical and 





gh serologic testing can detect diagnostic levels of anti-dengue lgM antibody 
liably for approximately 30 days after symptom onset (and for 2—3 months in 
uses), the Optimum timing for a convalescent-phase sample is 1-2 weeks 


Cs um ple 


epidemiologic information, including date of disease onset, 
date of sample collection, and detailed recent travel history. 
Additional information regarding dengue case reporting and 
instructions for specimen shipping are available at http:// 


www.cdc.gov/ncidod/dvbid/dengue/dengue-hcp.htm. 
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Human Salmonellosis Associated 
with Animal-Derived Pet Treats — 
United States and Canada, 2005 


During 2004-2005, contact with Sa/monella-contaminated 


pet treats of beef and seafood origin resulted in nine culture- 
confirmed human Salmonella Thompson infections in west- 
ern Canada and the state of Washington. This is the third 
published report (/,2) of an outbreak of human illness associ- 
ated with pet treats in North America and the first to describe 
such an outbreak in the United States. This report highlights 


the investigation of the outbreak by U.S. and Canadian pub- 
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lic health officials and provides recommendations for reduc- 
ing the risk that Sa/monella-contaminated pet treats pose to 
humans. Public health practitioners should consider pet treats 


a potential source for Sa/monella transmission. 


Case Reports 

Case 1. In February 2005, a man aged 26 years in Alberta, 
Canada, sought medical care because of diarrheal illness. Stool 
culture yielded S$. Thompson. The patient reportedly had fed 
his dog beef pet treats a few days before the onset of his ill 
ness. The dog was asymptomatic. A package of the same brand 
of pet treats fed to the dog was purchased and submitted for 
testing. The treats yielded S$. Thompson, S. Cerro, and 
S. Meleagridis. The S. Thompson isolates from the patient 
and the treats were indistinguishable (i.e., defined as the out- 
break strain) by pulsed-field gel electrophoresis (PFGE) using 
Xbal. The treats were packaged and distributed by a British 
Columbia (BC) manufacturing plant, but plant records were 
inadequate to determine where the treats had been produced. 

Case 2. In February 2005, a woman aged 37 years in BC 
sought medical care because of diarrheal illness. Stool culture 
yielded S. Thompson. The patient reportedly had fed her dog 
salmon pet treats a few days before the onset of her illness. 
lhe dog also had a diarrheal illness, but specimens were not 
collected. The remaining pet treats were collected from the 
patient's house for testing. The treats yielded S. Thompson. 
Isolates of S. Thompson from the patient and treats were 
indistinguishable from each other and from the outbreak strain 
by PFGE. The salmon treats originated from a Washington 
manufacturing plant. The treats were imported into Canada, 
labeled, and distributed for sale in BC and Alberta by the 
same BC manufacturing plant identified in case 1. 

Case 3. In March 2005, a woman aged 81 years in Wash 
ington sought medical care because of diarrheal illness, fe 
ver, and vomiting. The patient was hospitalized. Stool culture 
yielded S. Thompson indistinguishable from the outbreak 
strain by PFGE. The patient had purchased and fed beef pet 
treats to her dog before the onset of her illness. The patient 
reported frequent contact with her dog but reported no re- 
cent illness in the dog. The remaining treats were collected 


he treats jy ielded 


from the patients house for testing. | 
S$. Thompson indistinguishable from the outbreak strain by 
PFGE. The treats originated from and were packaged by the 
Washington manufacturing plant that was the source of the 
treats in case 2. 

Additional cases. In 2004 and 2005, six additional 
human cases of S$. Thompson (three in BC, two in Washing- 
ton, and one in Alberta), with isolates indistinguishable by 


PFGE from the outbreak strain, were identified by PulseNet 


USA and PulseNet Canada (national molecular subtyping net- 


works for foodborne disease surveillance). Five of the six 
additional patients were interviewed. Three (60%) of them 
had handled pet treats from the Washington or BC manufac- 
turing plants. The two other patients had pet dogs. Stool cul- 
ture from an asymptomatic dog yielded S. Thompson 


indistinguishable from the outbreak strain by PFGE. 


Source Investigation 

Che BC and Washington manufacturing plants were inves- 
tigated by authorities. Both manufacturers processed frozen, 
raw beef and salmon into pet treats for cats and dogs by thaw- 
ing the materials, cutting them into the desired shapes and 
sizes, dehydrating them, and then packaging the finished prod- 
ucts for distribution. The manufacturers in BC and Washing- 
ton received frozen, raw beef parts from slaughterhouses in 
Canada and the United States, respectively. The Washington 
manufacturer also received frozen, raw salmon from a Wash- 
ington seafood company. Although the pet treats were dehy- 
drated at the BC and Washington plants, the dehydration 
temperatures were not high enough to kill bacteria that might 
have been present. No processing step, such as irradiation, 
that would destroy Sa/monella and other bacteria was used 
during the processing. Production code dates, lot numbers, 
and location of plants were not recorded on the finished prod- 
uct packaging. No labels instructing pet owners to wash their 
hands after handling the product were provided. The BC 
manufacturing plant received some of its processed beef treats 
and all of its processed salmon treats from the Washington 
manufacturing plant. 

Cultures of salmon and beef pet treats manufactured at the 
Washington plant and collected at the BC plant by Canadian 
authorities, and cultures of salmon treats collected at the Wash- 
ington plant by U.S. authorities, yielded S. Thompson indis- 
tinguishable by PFGE from the outbreak strain. The salmon 
treats contained up to 80,000 colony-forming units of 
Salmonella per gram. Pet treats from the BC and Washington 
plants also contained other Salmonella serotypes, including 
S. Montevideo, S. Newport, S. Give, S. Meleagridis, S. Cerro, 
S. Muenster, 5. Agona, and S$. Anatum. Both manufacturing 
companies issued voluntary recalls of the implicated products 
in June 2005. 

Reported by: 1. Crowe, Calgary Health Region, Calgary; L Chui, PhD, 
\/herta Provincial Laboratory for Public Health (Mic robiolog) . 
D Fverett, Alberta Ministry of Health and Wellness. S Brisdon, 
L Gustafson, MD, Fraser Health Authority, Surrey; E Galanis, MD, 
L Mcelntyre, L MacDougall, MSc, L Wilcott, A Paccagnella, British 
Columbia Centre for Disease Control. D MacDonald, MHSc, A Ellis, 
DVM, Public Health Agency of Canada. A Drake, MPH, J] Koepsell, 
VS, C DeBolt, MPH, S McKeirnan, MPH, ] Duchin, MD, Public 
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Health Seattle & King County, Seattle; R Baer, MPH, M Leslie, DVM, 
Washington State Dept of Health. ML Collins, JM Johnson, DE Farmer, 
CE Keys, H Ekperigin, DVM, PhD, Food and Drug Admin. F Angulo, 
DVM, PhD, Div of Foodborne, Bacterial and Mycotic Diseases, National 
Center for Zoonotic, Vector-Borne, and Enteric Diseases proposed ; 
RE Colindres, MD, EIS Officer, CD 

Editorial Note: In 2004, a total of 5,085 laboratory-confirmed 
cases of human Sa/monella infections were reported in Canada, 
and 35,661 laboratory-confirmed cases were reported in the 
United States (3,4). Studies in the United States have demon- 
strated that for each laboratory-confirmed case of Salmonella 
infection, 38 Salmonella infections occur in the community, 
indicating that more than | million persons in Canada and the 
United States might be infected with Salmonella each year (5). 
Although salmonellosis generally is a self-limiting infection, it 
can result in serious illness in more vulnerable populations, such 
as the very young, older adults, and immunocompromised 
persons. 

Most human Sa/monella infections are acquired by handling 
or consuming contaminated food products, particularly foods 
of animal origin. Infections also are acquired by direct and 
indirect contact with farm animals, reptiles, chicks, and, 
occasionally, pets. Infected animals usually shed Salmonella 
organisms in their feces. Humans can become infected when 
they place contaminated food, hands, or other objects in their 
mouths; therefore, hand washing after contact with animals is 
an effective way to prevent Sa/monella infection. 

Chis report describes an outbreak of nine culture-confirmed 
cases of human S. Thompson infection associated with han- 
dling animal-derived pet treats in Washington and western 
Canada. Because laboratory-confirmed cases of Salmonella 
represent only a small proportion of cases in the community 

>), this outbreak might have involved hundreds of infections. 
In recent years, an increasing variety of animal by-products, 
such as pig ears, have become available for purchase as animal- 
derived pet treats. Animal-derived pet treats have been associ- 
ated with previous outbreaks of human Sa/monella infection in 
Canada. In 1999, contaminated pig ear pet treats were con- 
firmed as the source of an outbreak of human S. Infantis in 
several provinces (/,6). In 2002, contaminated pet treats im- 
ported from Texas were associated with human 
S. Newport infections in Calgary, Alberta (2). The S. Infantis 
isolates from the patients in Canada and from the pet treats in 
the United States were indistinguishable by PFGE. Follow- 
up investigations of those outbreaks indicated that pet treats 
are frequently contaminated with Salmonella organisms. In 


Canada, after the 1999 outbreak, Sa/monella organisms were 


isolated from 48 (51%) of 94 samples of pig ear pet treats 


purchased from retail stores in Alberta (2). In the United States, 


Salmonella organisms, including S. Infantis, were isolated from 


65 (41%) of 158 samples of pig ear and other animal-derived 
pet treats purchased from retail stores during 1999-2000 (7). 

Detecting and controlling the transmission of Salmonella 
organisms through pet treats poses several challenges (8). 
Animal-derived pet treats often are contaminated with sal- 
monellae, and the dehydration procedure used to make pet 
treats might not be effective at eliminating the organism. Aside 
from direct contact with contaminated pet treats, transmis- 
sion of salmonellae to humans might also occur indirectly 
through infection in pets. Pets consuming contaminated treats 
might become colonized with salmonellae but remain asymp- 
tomatic, thus becoming unrecognized sources of contamina- 
tion in the household. Young children, older adults, or 
immunocompromised persons in such households might have 
a higher risk for severe illness from Sa/monella infection. 

In Canada, pet treats are not regulated, but the Canadian 
Food Inspection Agency has used the Animal Health Act* to 
encourage product recalls. The Public Health Agency of 
Canada and the Pet Industry Joint Advisory Council are col- 
laborating to improve the safety of these products. 

In the United States, pet treats are regulated by the Food 
and Drug Administration (FDA). Sa/monella-contaminated 
pet treats are considered adulterated under the Federal Food, 
Drug, and Cosmetic (FDC) Act." After the 1999 Canadian 
outbreak, FDA encouraged manufacturers to take voluntary 
steps to ensure the absence of salmonellae in pet treats. In 
addition, the American Pet Products Manufacturers Associa- 
tion published Guidelines for the Manufacturing of Natural Part 
Treats for Pets to educate its members about contamination 
risks (9). in 2004, FDA initiated annual nationwide testing 
of pet treats for salmonellae. Because results of this testing 
have shown that the prevalence of Sa/monella organisms in 
pet treats in the United States has not decreased, FDA plans 
to broaden its use of enforcement actions to ensure compli- 
ance with the FDC Act. 

Pet treat manufacturers, retailers, health-care providers, 
public health authorities, veterinarians, and consumers should 
be aware of the potential for animal-derived pet treats to serve 
as a source of Salmonella-related illness in humans. Public 
health authorities should routinely consider this possibility 
during their investigations of cases or outbreaks of human 
salmonellosis. In response to the public health hazard described 
in this and other reports, CDC and the Public Health Agency 
of Canada have issued recommendations (Box) to reduce the 
risk for transmission of salmonellae to humans from contami- 


nated animal-derived pet treats. 





* Available at http://www.fda.gov/opacom/laws/fdcact/fdcact4.htm. 


Available at http://www.inspection.gc.ca/english/anima/heasan/heasane.shunl. 
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BOX. Recommendations to reduce the risk for transmission of 
Salmonella organisms to humans from contaminated animal- 
derived pet treats 





* Persons should always wash their hands thoroughly with 
soap and water after handling animal-derived pet treats. 
Persons at increased risk for infection or serious com- 
plications of salmonellosis (e.g., children aged <5 years, 
older adults, and immunocompromised persons) should 
avoid contact with animal-derived pet treats. 

Pet store owners, health-care providers, veterinarians, and 
pet treat manufacturers should provide information to 
pet owners about the potential health risks of animal- 
derived pet treats and salmonellosis prevention. 

Pet treat manufacturers should implement a step (e.g., 
heat treatment or irradiation) that destroys Salmonella 
and other bacteria during the processing of pet treats 
and should provide labels containing production infor- 


mation. 


SOURCES: CDC and 
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Notice to Readers 





Publication of Surgeon General’s Report, 
The Health Consequences of Involuntary 
Exposure to Tobacco Smoke 
he Surgeon General's report, 7he Health Consequences of 


Involuntary Exposure to Tobacco Smoke (1), was released on 
a 


June 27, 2006. The report is an evaluation and synthesis of 


evidence regarding the health effects of exposure to second- 
hand smoke. An update of the 1986 report, The Health 
Consequences of Involuntary Smoking, the report also adds 
information regarding secondhand smoke to the smoking and 
health database dev eloped for the 2004 report, The Health 
Consequences of Smoking, the database is available at http://www. 
cde.gov/tobacco. 

lhe six major conclusions of the latest report are as follows: 

1. Secondhand smoke causes premature death and disease 

in children and in adults who do not smoke. 

. Children exposed to secondhand smoke are at an increased 
risk for sudden infant death syndrome (SIDS), acute res- 
piratory infections, ear problems, and more severe asthma. 
Smoking by parents causes respiratory symptoms and 
slows lung growth in their children. 

. Exposure of adults to secondhand smoke has immediate 
adverse effects on the cardiovascular system and causes 
coronary heart disease and lung cancer. 

Che scientific evidence indicates that there is no risk-free 
level of exposure to secondhand smoke. 

. Many millions of Americans, both children and adults, are 
still exposed to secondhand smoke in their homes and 
workplaces despite substantial progress in tobacco control. 

. Eliminating smoking in indoor spaces fully protects non- 
smokers from exposure to secondhand smoke. Separat- 
ing smokers from nonsmokers, cleaning the air, and 
ventilating buildings cannot eliminate exposures of non- 
smokers to secondhand smoke. 

Copies of the full report (stock no. 017-024-01685-3) can 
be purchased from the Superintendent of Documents, U.S. 
Government Printing Office, RO. Box 371954, Pittsburgh, 
Pennsylvania 15250-7954; via telephone, 866-512-1800; or 
at http://bookstore.gpo.gov. The full report, the executive sum- 
mary, and the consumer-oriented publication, 7he Health 
~ What It Means To You, 


also can be downloaded at http://www.cdc.gov/tobacco. Single, 


( onseque nees of Secondhand Smoke 


free copies of these three publications can be ordered at 


http://apps.nced.cdc.gov/osh_pub_catalog. 


Reference 
1. US Department of Health and Human Services. The health consequences 
of involuntary exposure to tobacco smoke: a report of the Surgeon General. 


Atlanta, GA: US Department of Health and Human Services, CDC; 2006. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage Change in Death Rates for the Leading Causes 
of Unintentional Injury, by Mechanism of Injury — 
United States, 1999-2003 





Mechanism of injury 


» change 


During 1999-2003, unintentional injury mortality increased 5.4%. Increases in mortality rates from motor vehicle 
traffic, poisoning, and fall exceeded declines in mortality rates from suffocation/choking, fire/ourn, and drowning. 
The 0.7% increase in the motor vehicle injury rate resulted from a 50.0% increase in motorcycle-related injury. 





SOURCE: National Vital Statistics System (NVSS), 1999-2003. NVSS injury mortality data are available from 
WISQARS™ (Web-based Injury Statistics Query and Reporting System) at http://www.cdc.gov/ncipc/wisgars. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending June 24, 2006 (25th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
Anthrax ) : 23 
Botu ism 
foodborne 


nfant 








other (w 
Bruce 


Chanc rc 


NY (2), MN (6), MO (14 
NY (1), MN (1), MO (1) 


Hansen disease 
Hantavirus pulmonary syndrome 1 2 2 3 ID (1) 
Hemol uremic sy > tdiarrhea : 3 5 20 v 2 OH (1), TN (1) 
Hep viral, acute g 32 3 1,102 . 3 5 CT (1), PA (1), MN (1), AL (4), OK (1), OR (1) 
HIV in 2 c 
Influenza-associated pediatric mortality 1 48 t | MI (1 
Lister 5 4 213 4 392 53 6 965 51% MO (1), FL (2), CA (1 
. NY (1) 


Sease 


N-135 : 7 MN (1) 


OH (1), MN (1), VA (4 


NY (3), OH (3), IN (3), IA (1), MO (3), SD (5) 
KS (17), VA (3), WV (3), AL (2), TX (1), WY (1 
CA (2), PR (1) 
Plague 


Poliom 


Psittacosis 
Q fever 


Rabies 


ID 


> & 


shock syndrome 


NY (2), IN (2), MN (4), TX (2 


in streptocc 


-intermediate Staphylococcus aureus 


-resistant Staphylococcus aureus 





Cum: Cumulative year-to-date counts 
05 and 2006 are provisional, whereas data for 2002, 2003, and 2004 are finalized 
dence counts for the current week, the the rent week, and the two weeks following the current week, for a total of 5 


nformation is available at http://www.cdc.c¢ ) s/files/Syearweeklyaverage.pdf 
le in all states ; 

both neuroinvasive and non-neuroinvasive ®) ) 2 vision of Vector-Borne Infectious Diseases, National Center for Infectious 
Diseases (ArboNET Surveillance) 
Data for H. influenzae (all ages, all serotypes) are available in Table II 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS STD and TB Prevention. Implementation of HIV reporting influences the 
number of cases reported. Data for HIV/AIDS are available in Table IV quarterly 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 

yrted since October 2, 2005 (week 40), only 37 occurred during the current 2005-06 season 
se reported for the current week was indigenous 
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TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 (25th Week)* 





Chlamydia‘ 


Coccidioidomycosis 


Cryptosporidiosis 





Previous 


Current 52 weeks 


Reporting area week Med 


Previous 
Current 52 weeks Cum Cum 
week Max 2005 





Current 
week 


Previous 


52 weeks Cum 


Med Max 2006 





United States 
New England 


Maine 


M 


vew 


Mid. Atlantic 


E.S. Central 


Ala 


Kent K 


W.S. Central 


Mountain 


1,64 1,872 


N 
N 


30 


4 


© 


oOo vw 


= — 
hW-WNH OM 


w 
Oo WN 
NO © -~Wwh uo 


> O- 





Med: Mediar 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Current 52 weeks Cum Cum 
Reporting area week Med week Med Max week Med Max 2006 2005 


United States 144 








Nh 


3,921 6,474 14,136 5,9 g 19 38 142 975 1,262 
New England 1 

Connecticut - 
Maine 

Massachusetts 

New Hampshire 

Rhode Island 

Vermont 

Mid. Atlantic 

New Jersey 

New York (Upstate) 

New York City 


Pennsylvania 


oo 


68 10 288 2,468 2 19 
4 


re) 


E.N. Central 
illinots 
indiana 
Michigan 
Ohic 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 

Mi 


— Wh — Wh 
50 u oo 
WoOwWNONM 


NM 


ssour 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 


West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississipp 


ennessee 


W.S. Central 
Arkansas 


Pacific 
Alaska 





Vied: Median Max: Maximum 


NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 








Hepatitis (viral, acute), by type 
A B 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2006 2005 week Med 


United States 





Legionellosis 
Previous 
Current 52 weeks Cum 
week Med 2006 











1c 1 557 4 10 
24 


5 3 40 27 640 
New England 


26 
+9 


3 


o 


WwWoOoOvJT 


Mid. Atlantic 


IM Wh od 


yO 


— on 
Im 


NMOM S 
rn 
1OOWWDW 


E.N. Central 


oO 
pai) 


— + 
ae: 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





tive year-to-date counts Med: Median 


(NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





Lyme disease Malaria 
Previous Previous 


Current 52 weeks Current 52 weeks 
Reporting area week Med Max week 











United States 179 


NM 
N 
<e) 
ee) 
ce) 
or 
on 


4 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 


Veena 
Vermont 


Mid. Atlantic 
New Jersey 
New York (Upst 
New York City 
Pennsylvania 
E.N. Central 
Illinois 

Indiana 
Michigan 


4 


= 


OuUNN OD 


NM 4 
=~NONUWO WI 
mN=—-OoDW oO C 


fo) 
woh &UIOw 


YVoONWOCO 


NwWWO NH®- 
wd “ON WD 
WWNMH WWWOO 


WW 


Ww 


9O—- = 


w 
nm 
~= OWL 


1 Dakota 
South Dakota 
S. Atlantic 
Delaware 
District of C 


> W 


E.S. Central 
Alabama 


Kentucky 


W.S. Central 


Arkansas 


Mountain 
Arizona 


Pacific 
Alaska 
C ‘ 


Va 


slands 





Commonwealth of Northern Mariana Islands 
navailable No reported cases N: Not notifiable Cum: Cumulative 
Jence data for reporting years 2005 and 2006 are provisional 
tains data reported through the National Electronic Disease Surveillance System (NEDSS) 


year-to-date counts Med: Median Max: Maximum 
y 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks 
Reporting area week Med Max 2006 week Med Max 2006 week Med Max 











nO 
Se 
| 





oa) 
@ 
= 
oO 
Te) 


112 403 2,877 


Oo 
@ 
MO 


United States , 5 5 


MMWh Oo 
NOM -]N 
ur 
® 


2OugD +S 


30 
4 


New England 3 2 1 


4 


NM — MP 


N 


= 
~NM — Ww 


Mid. Atlantic 


© 
non 


wn 
ONWU?Y 


E.N. Central 


+ 
NM 





%) 
+ © 


r 


Atlantic 


S. Central 


W.S. Central 


Mountain 


Pacific 


7s 


“nN © 
fo) CC ansro-@® 
mNcc Bhyasaa 





mmonwealth of Northern Mariana Islands 
able No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


e data for reporting years 2005 and 2006 are provisional 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 


Previous Previous Previous 


Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks 
Reporting area week Med Max 2006 2005 week Med Max week 


United States 74 108 2,562 2,942 37 
New England 3 12 2 


Connecticut 4 

Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont' 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 








re) 
D 


246 56 533 


4 


NM 


NWN UW OD 


7 351 
7 79 
3 31 
30 


oo 


i=) 


4 


2Oo O 


NN & Ww 
a 


> 


S. Atlantic 
Delaware 
District of Columbia 
Florida 
Maryland 
North Carolina 
South Carolina 
Virginia 

West Virginia 
E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 
W.S. Central 


Arkansas 


Ww 
) 


ooo & 
— 
N=-OLN WOO 


co ™~ 
on & C1 OO 


©Oon 
an 
oO 


ON oOo 


— 


Ww 


nn om 


Louisiana 
Oklahoma 


Texas 


Mountain 
Arizona 
Colorado 
Idaho 


Montana 


Wyoming 
Pacific 
Alaska 
California 
Hawaii 
Orege 
Washington 


ouwnau 


o=— 


oo 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 


ooc 





C.N.M.|.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 


Current 52 weeks Cum Cum Current _52 weeks _ Cum Current _52 weeks _ Cum 
Reporting area week Med Ma 2006 2005 week week Med Max 2006 











United States 


te be] 
New England 


AA 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





ounts Med: Mediar 


toxin positive, nc >rogrouped 


System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 


(25th Week)* 









































Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current __52 weeks _ Cum Cum Current _ 52 weeks _ Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 29 50 334 1,518 1,597 103 166 334 3,774 3,959 506 804 3,204 25,400 5,563 
New England 1 24 13 140 7 4 17 95 102 19 45 144 882 3,270 
Connecticut U 0 7 U 59 0 11 19 20 U 10 58 U 930 
Maine N 0 0 N N 1 0 2 8 1 5 20 151 206 
Massachusetts 0 6 66 5 2 5 57 70 15 54 92 1,440 
New Hampshire 0 0 1 0 2 6 6 6 23 181 160 
Rhode Island 0 11 4 7 0 6 3 5 0 0 
Vermont 0 2 9 8 0 1 2 19 10 50 458 534 
Mid. Atlantic 2 3 15 92 143 ) 21 35 52 490 53 102 183 309 139 
New Jersey N 0 0 N N 2 7 68 0 0 
Ne York (Upstate) 1 1 10 32 58 3 2 14 7 32 0 
New York City U 0 0 U U € 10 22 5€ 309 0 0 
Pennsylvania 1 2 9 60 85 5 9 114 81 53 102 183 > 909 > 939 
E.N. Central 9 11 41 369 391 18 18 38 398 425 169 213 577 ).473 5 
Illinois 1 3 11 15 4 4 23 197 240 1 . 12 3 
9 2 21 99 1 4 31 34 N ( 347 N 
0 4 15 7 1 19 44 35 39 102 174 2 867 2 334 
€ 32 244 é 4 11 104 101 13 72 4 6,174 884 
Wisconsir N ) C N 1 1 3 15 10 44 420 284 
W.N. Central 191 28 27 4 1 13% 10 2 84 910 1 
lowa N 0 N N 8 4 N ( 9 N N 
Kansas N 0 ) N N 1 12 11 ) 
Minnesota ) 191 1 14 4 ) 
Missouri 1 3 28 2 4 3 8 7 74 1( 1 82 854 134 
Nebraska Q 2 { 
North Dakota 1 : 5 10 
South Dakota ( 3 1 4 149 4 a7 
S. Atlantic 17 24 33 78 649 43 186 11 1 90 BEC 681 1,19 
Delaware 0 ‘ 1 1 6 1 c 41 
District of Columbia 0 3 19 2 ) BE 10 46 
Florida 11 13 36 423 8 14 29 34 i€ 
Georgia 1 8 22 26€ 1 9 147 18 144 
Maryland J € 19 52 154 
North Carolina N 0 N N 5 17 4¢ 109 
South Carolina 0 1 1 7 36 1 ( 653 ( 
/irginia N ) N N 12 64 4 63 81 009 1 
West Virginia 5 1 14 ) 4 1 1 12 959 630 
E.S. Central 1 13 116 118 6 ’ ( 2 19 4 1 1 
Alabama N ‘ N N 3 1 11 83 4 1 
Ke ntuc KY 1 1 1 N N N 
Mississipr C 1 21 ) 
Tennesse 1 1 93 2€ f 4 1 111 4 N N N 
W.S. Central 55 94 4 39 63 598 173 1 1,7 6,901 629 
Arkansas ( 12 1 é 3¢ ¢ 18 1 44% 
Louisiana 1 48 82 8 4 17 i 124 1 90 1 
Oklahoma N N N 1 1 € 36 
Texas N N N 1¢ 1 9 494 428 1 4 1,64 6,369 4 
Mountain 1 8 35 3 7 1 181 07 3 47 136 1.613 1.698 
Ariz N N N 1 ) 69 ) 
Cc id N N N 1 17 22 30 6 82¢ 1.154 
Idat N N N 1 18 \ y 
M , an ) 
Nevada 7 4 1 4 8 4 
New Mex 1 1 8 1 38 14€ 
Utar 4 1 ) 1¢ 55 517 5 
Wyoming } 18 8 8 45 
Pacific 4 638 870 ( 
Alaska 4 4 0 
Calif N N 42 2( 783 0 
Haw y 1 ] N 0 ' N N 
foe N N N e } 1¢ N N ) 
Wast N N N 11 94 64 N ) N N 
Ame ns ] J { U U L U 
C.N.M J U U 0 U U 
Gua ) 3 2 12 64 
Puerto Ric N N N 1¢ 4 10 8 47 139 403 
U.S } and Q 
N M.1.: Comm Ww ir fN 
U: U ailable No rer Cun umulative year-to- in Med: Median Max: Maximum 
Jence data for reporting y 
ta jata reported throu rveillance System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 24, 2006, and June 25, 2005 
(25th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 














United States 1 15§ 4 0 203 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





nwealth of Northern Mariana Islands 


No reported case N: Not notifiable um: Cumulative year-to-date counts Med: Median Max: Maximurr 
e data for reporting years 2005 and 2006 are provisiona 
ekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,* week ending June 24, 2006 (25th Week) 





All causes, by age (years) 


All causes, by age (years) 





45-64 





All 
Ages 25-44 1-24] <1 


Reporting Area 


Palit 
Total 








All 
>65 45-64 | 25-44 | 1-24 


Reporting Area 








New England 479 2 ) 23 
Boston, MA ; f : 3 
Bridgeport, CT Fs 
Cambridge, MA 

Fall River, MA 

Hartford. CT 

Lowell, MA 

Lynn, MA 

New Bedford, MA 

New Haven, CT 

Providence. RI 

Somerville, MA 

Springfield, MA 

Waterbury, CT 

Worcester, MA 

Mid. Atlantic 

Albany, NY 
Buffal NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 
Jersey City 
New Yor 
Newark 
Paterson, NJ 
Philadelphia 
Pittsburgh 
Reading 
Rochester 
Schenect 
Scranton 
Syracuse 
Trenton 
NY 
Yonkers 
E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnat 


A 
PA 


Utica 


NY 


OH 
OH 
OH 
Dayton, OH 
MI 


svelana 


Columbus 


Detroit 
Evansville 

Fort Wayne, IN 
Gary, IN 
Grand Rapids, MI 


IN 


SW ® 


Indianapolis 
MI 
Milwaukee, W 


Peor 


Lansing 


a, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 

; gstown, OH 


W.N. Central 
Des Moines, IA 
Dult MN 
Kansas City 
Kansas City 
Lincoln, NE 
Minneapolis 
Omaha, NE 
St Louis MO 
St. Paul, MN 4§ 
Wichita, KS 11 


KS 
MO 


MN 


9 
4 


47 


12 





Ages 
1,160 692 89 49 


111 


S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville 
Miami, FL 
Norfolk, VA 
Richmond 


58 35 11 5 
14 8 


FL 


VA 
Savannah, GA 
St. Petersburg 
Tampa, FL 

Washington, D.C 
Wilm ngton DE 


E.S. Central 
Birmingham 
Chattanooga 
Knoxville, TN 
Lexinaton, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
T™N 


W.S. Central 
Austin, TX 
Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 

Little Rock, AR 

New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 


Tulsa, OK 


FL 


AL 
™ 


Nashville 


Mountain 

Albuquerque 
Boise, ID 

Colorado Sprinc 
Denver, CO 
Las Vegas 
Ogden, UT 
Phoenix AZ 
Pueblo, CO 
Salt Like City 
AZ 


nN 
NV 


Tucsor 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
an Diego, CA 
an Francisco 
CA 
anta Cruz, CA 
Seattle, WA 
WA 
WA 


wo 


CA 


an Jose 


nNnW 


YW 


pokane 


4 


acoma 


Total 





U: Unavailable No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of 


which have populations of >100,000. A death is reported by place of its 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 
Because 
‘ Becaus 


Total includes unknown ages 


of changes in reporting methods in this Pennsylvania city, these 
of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


numbers are partial counts for the current week. Complete counts will be available 


in 4 to 6 weeks 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals June 24, 2006, with historical data 








Notifiable Disease Morbidity and 122 Cities Mortality Data Team 
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